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DECLARATION by APPLICANT; e [0 WMm ¥=:

131 heraby contirm thal all datails in this Form are True to 1he bost of my knowiedge, Any false stalement wili render my Apgiication & ongoing assistance, if By,
llable for rejectivn/zancallalion.

2} 1 sclemily conllm thal assistence, H received from Hoshika Foundelian, will b yEed only for the “puipoes”, as slated in this Foerm, for which such sssistance

was requested by ma.

311 maraty confiem thal | hawe nob & will nolin fulare, @vail of relmbursament, i pard o i full, from any othes sourcafemployeiinsurance companty. of Ihe amouni

far which th's assistance k& requesied
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AGREEMENT by APPLICANT [ ssime 31T 531}

1) By affixing my signature of thumb imprassion on ths Foem, | {Applicant} hereby agree & authorise Koshika Foundalion and s Truslees to
use/publishipul-upireproduce my nama, address, photo & datalls of the *purpase”, for which such asslslance s requesiedigranted, through amy

medium, irsluding but not imitad to verbal, print, glactranic, for soliciting donations for Koshika Foundation andfor disseminating infermation aboul it
activiliestachicvements. Sush use of my phata & details can be made by Koshisa Foundalion bofere or after my lreatnent or lulfimenl of lhe "purpose”
For which assislance is being requested.

21| (Applicant) lurihar agrae that any sueh use of my neme, address, pholo & detalls of the "purpose”, for which such assistance is requestedigranted,
will nol automatically enlitle me for recaiving or continuing the said assistance. The decisicn for granting andfor continuing 1he assistanca will resi sclely
with the Truslees of Koshika Faundation, and their degfgion is Ihis regerd will be fina] and acceplable 1 me.
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AGREEMENT by HOSPITAL (=00 EFT )

By aflixing hereunder, signature of our Aulhorised Signatory kor recommanding this case/palian far financial ssistance fiom Koshika Foundation, we
{Haospital) hereby affim & accep following

1] that wa neither sre presantly nor will in future avall of financial assistancg frarn ancther MGO or any other sourca, for the same palienticase, as we are
requesting 1a gel fram Koshika Feundation, 1o the exignt that such assistance is granted by Koshika Foundation. If the requested assislance is not granted
by Koshika Faundation, in part or in tull, then the Hospital reserves IT's right 1o make up the shoetfall from another NGO or any other source. This
onfirmation essenllally states thal the Hospital will nol avail any duplicate assisiance far the seme pallanticase from any other NGO or any albher source
7} The assistance from Koshika Feundation is only finansal in nature. The choice of the trealment/pracedure advisediconducied by Lhe Haspital on the
patienl, iz basad on the arrangement betwean the patient & the Hoapltal, and is in no way influenced by Keshika Foundalion, Henes, the Haospilal will
assume ol & complete responsibility of the trestmenl & It's oulsome & sefety of the pabent, and Koshike Foundation will have no role or respansitlily
in the matler,

T e, FERE H AR A A % s T # fafm weem ¥ frefn 9w, R e cree) fr 7w # T 5 e W B

1) = f 7 A+ st A ¥ ofam 3 fab e e 4wl weae a fest o wk @ v et o O 8, A9 Fr e i S
4 PR/ 39 wam A Cwfre e g e iy e h vk wif weedve” gm we fal s vy e T e @ A s
Pttt e 0w wan T PRE T A @ aeT v w sfwew g e § e f e e w4 B s i o s it 4 e
i w e @ Pt S e & w0 A

3 “wifrR WY @ o W nemn Fae i g wb W s w8 e @ e e g o e ]
& ¥ T frag 1 s 4w TR T Bedl TER W Y SR W A ser veem d @i S e g sh AR W e fad R v sarm
ﬁﬁﬁm"m»aﬂﬁq&mmwmmﬂm

r‘ RECOMMENDED FOR ACCEPTENCE

0 wheh ® fou degs { -
Date of Surge — .
HirtTA o Dr. Nagash B N - Q“ﬂ ripathl N
7 Conaultant, Medical Supermandenl, mnagt? Cummech
15 /fi‘}/ 1 Comea, Cateract & Refractive Burgary {Name, mm.mmw
2 [Name phdadbiRe pRbim wit St - -on behattof Hosplea*. 1L 4 s
TR A T e T L =1 TR e
FORINTERIAL USE of KOSHIKA FOUNDATION st v 1
EIGNATURE of TRUSTEE1 SIGNATURE of TRUSTEE 2

I TR 2

S T

01.07.2021




